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DMAS 259 Page 1 of 3 Pages

TECHNOLOGY ASSISTED WAIVER/EPSDT

NURSING SERVICES PROVIDER

SKILLS CHECKLIST FOR INDIVIDUALS CARING FOR TRACHEOSTOMIZED AND/OR
VENTILATOR ASSISTED CHILDREN AND ADULTS

Agency Name

Office Location

Name of Nurse Providing Service

ASSESSMENTS

Breath Sounds — Auscultation:

Experience Date of Most
Yes No Recent Experience

Before Suction

After Suction

Need for Aerosol

Signs & Symptoms:

Respiratory Distress

Hypoxia

Side Effects of Medications

Fluid Retention

PROCEDURES

Chest Physical Therapy

Suctioning:

Positioning for

Nasopharyngeal

Trachea

Trach Care:

Clean Trach Site

Change Trach Ties

Change Trach Tube

Cleaning of Inner Cannula

Place on Trach Collar

Manual Resuscitation Device Application:

Via Trach

Via Mouth

Emergency Protocol/Procedure:

Knowledge of Individualized Plan

Monitoring & Equipment:

Vital Signs

Skin Care

Oral Hygiene

Use of Apnea/Bradycardia Monitor

Placement on Oxygen Delivery Device/Trach Collar
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Experience Date of Most
Yes No Recent Experience
Monitoring & Equipment (Continued):

Placement on Ventilator

Calibrate Oxygen Analyzer

Check Oxygen Level/Liter Flow/Tank Level

Check/Calibrate Ventilator Settings

IMV

PEEP

Pressure Units

Tidal Volume

Systematic Troubleshooting of Ventilator

Use of Respirometer

Humidity System:

Check Water Level

Check Temperature

Filling Procedure

Draining Water from Tubing

Cleaning of Humidity Bottles/Cascade

Check Compressor Operation

Clean Compressor Unit Screen

Assess Suction Machine Pressure

Clean Suction Machine

Clean Suction Catheters

Clean Corrugated Tubing

Clean Manual Resuscitation
Device (Reservoir Bag & Assoc. Equip)

Clean Trach Collar

Clean Trach Tubes

Disposable

Metal

Medication Administration:

Administration Technique (as appropriate)

Installation of Normal Saline

Administration of Aerosol Treatments

Additional Individualized Assessments/Skills

I (Supervisor/Designee) , have inserviced the individual
designated as Orientee regarding assessments and skills listed above.

Initial and Date indicates procedure has been described and/or demonstrated in a competent
manner.

| (Orientee) , understand all assessments and skills listed above and am
able to perform same in a competent and confident manner.

*Please indicate N/A when nonapplicable
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SKILLS CHECKLIST FOR NURSES CARING FOR INDIVIDUALS WITH NUTRITIONAL NEEDS

Agency Name
Office Location
Name of Nurse Providing Service

ASSESSMENTS: Date Date
Describe Demo

Assess and Record Intake and Output

Assess Signs and Symptoms:

Dehydration

Fluid Retention

Procedures/Techniques:

Weight

Skin Care:

GT Site

NG Site

PO (By Mouth) Feeding:

Preparation of Special Formula/Feeding

Nasogastric Feeding:

Preparation of Special Formula/Feeding

Insert NG Tube

Check NG Placement

Check NG Residual

Bolus Feed

Use of Feeding Pump

Gastrostomy Feeding:

Insert GT Tube

Check Placement of GT Tube

Bolus Feed

Use of Feeding Pump

Hyperalimentation (As Per Physicians Orders):

Reading/Checking Hyperalimentation Prescription

Operation of Infusion Pump

Troubleshooting of Infusion

Placement/Care of Infusion Line

I (Supervisor/Designee) , have inserviced the individual
designated as Orientee regarding assessments and skills listed above.

Initial and Date indicates procedure has been described and/or demonstrated in a competent
manner.

I (Orientee) , understand all assessments and skills listed above and am
able to perform same in a competent and confident manner.

*Please indicate N/A when nonapplicable




Individual's Name

OBJECTIVE SCORING CRITERIA

Principal Diagnosis

HCC Admit Date
DATE

TECHNOLOGY POINTS
Vent Dependent total 50

intermittent 45
Trach 43
C-PAP, BIPAP 25
Oxygen, continuous 15
02, continuous, unstable 35
G-tube continuous 15
G-tube, cont. with reflux 35
NG tube continuous 40

bolus 25

IV therapy  continuous 40
SUBTOTAL TECHNOLOGY

NURSING NEEDS

Suctioning >q1hr,

qi-dhrs

qdhrs+

NG/GT Feeds continuous

q 2hrs

q3hrs

gdhrs

Medication simple

moderate

complex

Intermittent cath. q4hrs

q8hrs

qi2hrs

qd or PRN.

Dressings g 8hrs or less

>q8hrs

Trach change and care

IV/Hyperal  continuous

8-16hrs

4-7 hrs

<4hrs

Special TX  QID

TID

BID

Qb

Specialized monitor I/O

>3 hosp. in last yr or 3 mo. cont

i) U Rl o K2 Kol ST IR Ko] le-T RS0 FN] KOL) B NT RN ] Hao] -1 IS Y Y PCY IENS 28 XY DY e

Other

SUBTOTAL NURSING

TOTAL POINTS

DAILY NURSING HOURS.

Date.

Signature of person completing form




Instructions on Use of Objective Scoring Tool for Technology Assisted Waiver
. All recipients will be scored on admission and every 3 months thereafter by the Health Care Coordinator.

Individuals must receive a minimum score of 50 to be admitted to the waiver or if already a waiver
recipient, to remain on the waiver.

- Individuals must receive a score in the technology section of the form to qualify for waiver services. Scores
in the technology section are adjusted to reflect the risk of death or disability if the technology is lost as well
as the degree of nursing assessment/judgment needed to operate the technology. Scores in the nursing needs
section reflect the time needed to perform the skill. The size of the total score for the nursing needs section
will be used to determine the need for "substantial and ongoing" nursing care.

. Ventilator dependent individuals will not receive a technology score for tracheostomy. The need for this
technology is included in the score for ventilator.

Oxygen must be continuous and needed at least 12 hours per day. If a individual has a diagnosis of BPD
and continuous oxygen, 24 hours per day and meets any two of the following conditions, he/she is eligible
for the increased points for unstable oxygen:

On diuretics

Albuterol treatments at least g4hrs around the clock

Weight is below 15th percentile for age and gain does not follow normal curve for height

>3 hospitalizations in last 6 months for respiratory problems

Daily desaturations below doctor ordered parameters and desaturations require nursing
intervention

Physician ordered restricted fluid intake

. For a individual to qualify for the increased G-tube points, the individual must have documented one of
following conditions:

.swallow study that documents reflux within the last six months

treatment for aspiration pneumonia in the past 12 months

need for suctioning due to reflux (not oral secretions) a least daily

. Several areas in the nursing needs section assign points based on the frequency of the need for the activity,
e.g. trach suctioning qlhr. The individual's nursing record must support the chosen frequency. The nursing
notes and HCC report must document that the individual needs this frequency of suctioning on an ongoing
basis. It is understood that when a individual has an upper respiratory infection, the need for suctioning
increases, the frequency determination should not be based on this time period but on the time when a
individual is "well". A individual is ineligible for points in the suctioning category if he is able to suction
his own trach.

Medication points are awarded based on the complexity of the individual's medication regimen. Individuals
who are on only one or two routine medications that do not require dosage adjustment based on the
individual's condition will receive the "simple medication" points. Individuals who are on more than two
medications , one or more of which require close monitoring of dosage, side effects etc. will receive the
"moderate medication" points. Individuals who are on more than 6 medications given on different
frequency schedules or who need close monitoring of dosage/side effects of more than 4 different
medications will receive the "complex medication” points. Some individuals receive multiple PRN




Page Two
Instructions for Objective Scoring Tool

10.

11

13.

14,

15.

medications. DMAS must receive documentation that the individual is actually receiving these meds on a
frequent basis for these medications to qualify for "complex" points. Nebulizer treatments do not count as
medications. Neither vitamin nor mineral supplements count as medications.

Sterile dressing changes only are eligible for points. Individuals with a trach are ineligible for dressing
change points. This is included in the trach care point determination.

Special treatments include nebulizer, chest PT etc. that are done on a routine basis. Treatments must require
a skilled professional e.g. ROM or splint application are not special treatments. If the treatments are done
together, e.g. nebulizer treatments followed by chest PT,TID, the points for TID should be awarded. If the
individual has multiple treatments that are given at different schedules that add up to a total of more than 4
treatments per day,. then the QID points can be awarded. For example, a individual gets chest PT BID and
specialized ostomy care TID. This individual would be awarded 8 points because of a total frequency of
greater than 4 times per day. A individual cannot be awarded more than 8 points in this category no matter
how many treatments they receive.

Specialized /O monitoring is reserved for individuals who need careful monitoring of intake and output.
Normally this monitoring would be due to the need for replacement fluids if the output is too large. Types
of individuals who would need this type of monitoring are those with kidney problems, severe dumping
syndrome etc. Normal daily measurement of I/O without the need to assess for replacement is not eligible
for these points. One way to differentiate whether a individual is eligible for these points is to ask if the
nurse does anything with the data. If she does nothing, or just calls the doctor, the individual is ineligible
for these points. If she has to make adjustments in tube feeding amounts or rates, the individual is eligible.

. Recipients get points for hospitalizations if they have been admitted (not emergency room visits) more than
3 times in the past year or had one continuous admission of 3 months or longer in the past 12 months.
Recipients who have been hospitalized since birth and are just now going home for the first time are eligible
for these points. Please note if a individual has not been rehospitalized in the last three month period, the
HCC should check carefully whether the individual is still eligible for these points.

The Other category is for major procedures that are not covered elsewhere on the form, e.g. peritoneal
dialysis. If you have a individual that you feel has major needs that are not covered, contact the DMAS
analyst with information on what the procedure is and the amount of nursing time needed to perform this
care. The analyst will review the information and assign a point score for the procedure. Only the DMAS
analyst can assign points for procedures in the Other category.

After assigning the points in all the relevant categories, total the points and record at the bottom of the page.
Individuals will be scored every 3 months. It is expected that if total points start to decline indicating the

individual is improving, that total nursing hours will also decline. A copy of the score sheet will be sent to
DMAS each time the individual is scored.

Rev. 1/94
Jjlebe/techwaiver/objerit




DEFINITIONS
Oxygen, continuous- Individual must require oxygen a minimum of 12 hours out of 24,
Oxygen, unstable, - Dependent on oxygen 24 hours per day plus any 2 of the following:

Diuretics
Albuterol treatments at least q4hrs around the clock

Weight is below 15th percentile for age and gain does not follow normal curve for height

>3 hospitalizations in last 6 months for respiratory problems

Daily desaturation below doctor ordered parameters and desaturation requires nursing

intervention
Physician ordered restricted fluid intake

G-tube with reflux - Individual has continuous G-tube feeds plus one of the following
swallow study within the last 6 months that demonstrated reflux
aspiration pneumonia within the last 12 months :
need for suctioning due to reflux (not oral secretions) on a daily basis

Simple medication - One or two medications not requiring dosage adjustment

Moderate medication - More than two meds that required close monitoring of dosage, side effects etc.

Complex medication - Six or more meds on different frequency schedules OR

Four or more meds requiring close monitoring of dosage and side effects

Dressings - Sterile dressings only. Trach dressings are not included in this category

Special Treatments - Other treatments that are considered skilled e.g. nebulizer. ROM is not a
special treatment.

Specialized I/O monitoring - Monitoring that includes judgment of fluid replacement needs




PROCEDURE FOR REFERRALS TO TECHNOLOGY ASSISTED WAIVER

. To be eligible for the Technology Assisted Waiver, a individual must be dependent on a
technology to replace a vital body function, need substantial and ongoing skilled nursing care, as
indicated on the objective scoring criteria, and not have hospitalization or nursing home
insurance.

. If you have a individual in your facility that you believe meets the criteria for admission to the
Technology Assisted Waiver, you must complete the following procedure.

Complete the objective scoring criteria form to ensure the individual meets the minimum
nursing needs (a score of 50). If the individual does not score a 50 and you still believe the
individual should qualify for the program, call a Health Care Coordinator to discuss the case
before proceeding further.

If the individual scores at least a 50 on the Objective Scoring Tool, the staff at the facilityis then
responsible for completing the pre-assessment forms (2 pages). All information must be
provided. If any section is not applicable to the individual, please write NA.

Have a parent or legally responsible person sign the Consent for Release of Information form.
Mail or fax all the completed forms, Objective Scoring Criteria, 2 page pre-assessment and the

Consent, to the Health Care Coordinator assigned to your area. If you do not know who your
Health Care Coordinator is, please call the MCH unit at DMAS, (804) 786-1465.

For HCCs based in Richmond, the address is: In Roanoke
DMAS DMAS
600 E. Broad Street Commonwealth Building
Suite 1300 210 Church Ave.
Richmond, VA 23219 Suite 330
Roanoke, VA 24011
FAX # (804) 786-5799 FAX # (540) 857-6035

. Once all the information is received, the Health Care Coordinator will review the packet and if it
is determined the individual is apparently eligible, will schedule a meeting/home visit with the
parents/caregivers. A home visit is required before a individual can begin services.

. The Health Care Coordinator will assist the family or recipient in choosing a nursing and
medical equipment provider. However, in working with the family at the hospital, the discharge
planner can begin discussing this with the family, If the family has already chosen providers, it
will speed the enrollment process.

. The Health Care Coordinator will notify the person who completed the 3 page assessment
packet and the family once a decision regarding approval or denial is reached.




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT

GENERAL INFORMATION

Name of Applicant Home Address

Directions to Home

Name of Primary Caretaker Relationship

Telephone #

Name of Emergency Contact Relationship

:Felephone #

Family Income

Birthdate
MO/DAY/YR ~ $20,000 or More
SEX __§15,000 - 19,999
Male Female __$10,000 - 14,999
HEALTH CARE COVERAGE:
MEDICAID#
MEDICARE #
OTHER TYPE #

Name of Carrier

Social Security No.

ALL CURRENT DIAGNOSES

Income Source

__$5,000-9,999 Employment Other
_less than $5,000 SSA/SSI o
ADC (Specify)

If not currently Medicaid eligible,
has application been made? Yes No

Date of Application

Name and phone # of Local DSS Eligibility Dept.

TECHNOLOGY(S) NEEDED TO SUSTAIN LIFE

SCORE ON OBJECTIVE CRITERIA TOOL

BRIEF MEDICAL HISTORY: Date of admission to hospital

Expected date of discharge

Name and Phone # of Community physician

Name and Phone # of Family 's Pharmacy




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT
Name of Applicant Page 2 of 6
Physical and Skilled Needs Assessment

Brief description of status and description of any special care needs
Respiratory
Assessment

GI/Nutrition
Assessment

Cardiovascular
Assessment

Urinary
Assessment

Neurological
Assessment

Integumentary
Assessment

Motor/Muscular
Assessment

Other Needs
(Medication, equipment)

Immunizations up to date:Yes No (If no list needed immunizations below)

Other pertinent information e.g. lab tests, X-rays etc.

ASSESSMENT OF IN HOME SUPPORT NEEDS
ANCILLARY NEEDS FREQUENCY NEEDED DATE REFERRED PROVIDER(Name and phone)

PT

oT

Speech

Respiratory

Rehabilitation

Infant Stimulation

Educational Services

Nutrition

Signature and Title of Person Completing Assessment Date Completed




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT

Name of Applicant . Page 3 of 6
FAMILY INFORMATION

Primary Caregivers: Relationship to applicant

If custody not held by Primary Caregiver, identify name, address and telephone # of custodian

Marital Status of Primary Caregivers: If separated/divorced, describe living

and custody arrangements

Current employment/education of Primary Caregivers:

Name: Name

Employer Employer

Address of employer Address of employer
Phone # of employer Phone # of employer
Work hours Work hours
Education level Education level

Total Number of Persons Living in Home
NAME AGE RELATIONSHIP TO APPLICANT

Identify Significant Caregivers Not Living in Home (give name, address and relationship)

Why does the family desire home care

What does the family express as potential problems of concerns with home care

Describe other Stressors within the family (e.g. other handicapped individual, care of elderly parent, recent change in employment,
recent relocation, recent death, alchoholism, depression etc.):

Who is the primary decision maker

Describe family interactions with the patient




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT

Name of Applicant - Page 4 of 6

Home Assessment

Type of Home: Apartment House Trailer One Floor Two Floors

Applicant's room location Shared With

Describe Family's Willingness and Ability to Care for the Applicant (Indicate Training Received, Note Type and Amount of Care
Family is Committed to Provide and Variations in Family Schedule)

Describe General Condition of the Home Environment and Any Concerns (e.g. cleanliness, pests)

Physical Facility Standard for the Home Adequate Inadequate
(If inadequate, note needed changes)

STORAGE

9X9 FT MINIMUM SQ. FT. AREA FOR APP.
TELEPHONE SERVICE

POWER FAILURE LIGHT

LARGE BATTERY LIGHT AT BEDSIDE
SMOKE ALARM/FIRE EXT ON EACH LEVEL
BACK UP FUSES AVAILABLE

ADEQUATE # ELECTRIC OUTLETS IN ROOM
PLUMBING SUPPORTS WATER AND SEWAGE
ADEQUATE HEATING SYSTEM

ADEQUATE COOLING SYSTEM IF NECESSARY

Assessment: Conclusion regarding home environment's suitability for individual's needs

Signature of Health Care Coordinator Date




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT
Name of Applicant Page 5 of 6

(Patient) has been assessed to determine whether he/she requires a hospital
or skilled nursing facility level of care but can receive skilled nursing care in the home as an alternative. Based
on this assessment, the following is recommended:

Home Care is Approved Home care for this technology-assisted individual is appropriate to adequately
meet the recipient's needs. The Plan of Care developed assures that all other non-Medicaid resources have been
explored and services recommended are medically necessary and accurately reflect the individual's needs.

Individual requires a hospital or nursing facility level of care, the cost of which would be reimbursed by
Medicaid.

Home environment is safe and therapeutic, (waiver services cannot be initiated until HCC confirms
neccessary home modifications have been completed.)

Family has completed required training,

Community resources are available to support the service needs of the individual.

Plan of Care is Cost effective.

Home Care is Not Approved

Individual does not require a hospital or nursing facility level of care, the cost which would be reimbursed
by Medicaid.

Appropriate Plan of Care could not be developed. Reason

Plan of Care not cost effective

Family decided Home Care was not a viable option.

No provider agency available.

Other
Health Care Coordinator Date Physician, HCC Team Date
Registered Nurse, HCC Team Date Social Worker, HCC Team Date
Community Attending Physician Date

In accordance with the policies and procedures of the Department of Medical Assistance Services, |
have been informed by the Health Care Coordinator of the Medicaid-funded options available to me
and T choose:

Home Care Hospital/Skilled Nursing Facility Care

I have been given a choice of the available providers Yes No

I understand and approve the recommended plan of care. I agree to assume responsibility for
maintaining a safe and therapeutic environment that supports this plan of care. In adddition, I agree
to perform those tasks designated in the plan of care as my responsibility. I also agree to assume
responsibility for all required services in the event of an emergency.

Primary Caregiver Date Legally Responsible Person Date
(if different)




TECHNOLOGY ASSISTED WAIVER AND EPSDT ASSESSMENT
Name of Applicant Page 6 of 6

EMERGENCY SUPPORT - Emergency procedures established with, include date notified:

RESCUE SQUAD Date Notified

Name: Contact

Address:

EMERGENCY ROOM Date Notified

Name: Contact

Address:

FIRE DEPARTMENT Date Notified

Name: Contact

Address:

POLICE DEPT. Date Notified

Name: Contact

Address:

RED CROSS Date Notified

Name: Contact

Address:

ELECTRIC CO. Date Notified

Name: Contact

Address:

TELEPHONE CO. Date Notified

Name: Contact

Address:

GAS COMPANY Date Notified

Name: Contact

Address:




T VIRGINIA UNIFORM ASSESSMENT INSTRUMENT

Dates: Soree

[ 0 IDeENTIFICATION/ BACKGROUND Resssesamen: ./

Mame & Vital Information

Client Mames: — Client 55M: R

Address S S P —

Phione: L . CitpCounty Code: -

Directians bo House: Pags?

Demographics

Birthdate: Age — Fex; — Maleqg __ Female
laizh Cayi Taas

Sarttal Stabws; sfarried Wigdowad — Smparated I — Divoresd 3 . Singhs 4 —— Linkagwn ¢

Race: Edwacation; Cammunication of MNeeds:

™ ke — L35 Chd rarsally, Baglies 0
5 H TR U ST p——
— Black fAmcas Amemcan — Somi Higk —  Fergaliy, DSher Languags
American [ndipn 2 —  High Sehool Gesduate t Sarily

rantal SAsian 3 . Soma Callege 1 — Sign Largpeage S Gesparess Devios 2

-

Alapkan Magive s Callags Criduike 4 — Doz Mol O MUASLICE

nzaown 3 . Usknpws @ Hearing Impaired

Eibvnic Opigln: —— Specily

N Emi LTIy T Relationship —

Address . — e Phone © | S

ame: - EBEelaticnship:

-

Address: § N  Phone; 2 1 =

Mamme of Primary Physician _ Phine: —

Address: - — i

Initial Contact

Who called: ) ) T

T AT et R e H Frand

Fresent Ing Froblesn Diagnosks:




l LIENT INANIES

ATETT =l e I

D5 you currently woe any of he fallawing types f services? |
Checi: A Sermices That Apsiy

Adult Cay Care

Adaale Proteciive

Case Managemant

Chore s Compasian/ Hamimakis

Congragate Meaks Senbse Cenler

Financial Management Counseling

Friendly ¥isitor/ Telephone Reassurance

Habilizaticn Supported Employmint

Heene Delivierad bleals

Hevi Health Rehatilitacion

Hoswe Repakrs/ Weatherizabon

Noa Yasl

Houslng

Legal

Bdental Health ([parlenty Quipatieasd
Blental Retardailon

Persosal Care

Rezpite .

Substance Abiiie

Traaspartalbon

Viszitbana] Rehabfleb Counsaling

Frovider Frequency:

£20,000 of Mare (FLEATar Mool O
FL5000 - 515995 (51150 - 146660 1
F11.000 - $14.990 08 NT-51249 1
§ 9,500-310999(5 TIZ-5 F14]

5 F0O0-% 949905 RE3-F TOlhg

el i

Mimed

Legal Guardian,
Fawr of AlROraey.

Bepreseniative Fayes,
Cthir,

§ 5H0-5F 49905 458-5
§ 5499 or Less

Unkadwes 3

381 5

% 457 or Ligdl &

Mumber in Fasnily unis:

Ophisnal: Tedal manifly Rnlp B e i

Aasniliary Gran
Food Stamps
Fuel Assistance
Zeneral Rellel

508 Fors rrenily cecerint income fram -+ ¢ — —  Statw end Local Hospitalizates
Moo Yesi Opriwa’; Amagmn pm— e Subsidized Howning
— e Black Lung, e Tax Reliel
— — Pemsion. — What tvpes of health insurance do pou have? - "I
— —  Social Securlty = - iy - e e i o e b
ENTE - S5I/5501, MNad Yeasi
—_—  — VA Berefitn — — —  Medicare P
— —  Wages/Salary = — — e Medicaid, :
- —  ther, Pamdiag ..J Moa :| LCLE
geBisise: D nea O vesi

T Virgina Lemg:Ters Care Council. 1994

All Other Publss/Privabe:
UAlPart A 2




CLIENT M AME: Classut 55N:

Ph ysical Environment

Othar 2 Mamies of Persons in Howsebold

— Heuie Cwn b

— Hous& Rsmt 1

—— House Diher

— Aparcment 3

— Fenbod Foodm 4

Mame of Provider Admisslon Provider MNumber
{Piaceli | Date f Appicakisy

e Al Ciarg Remid i 50

— Al Forer 51

—  Karsing Fariliry 70

Mezeal Healthy
—  Rewrdmtion Fasliry 58

— Others | |

Moo Yesn  Check Al Problens That Apsly Describe Problems
—— — Barriers io Access

—— ——  Elactrical Harards

—— —— Fire Hazards/ No Seeade Alarm

— == |ndmfficient HaieSAlr Conditbeaing

— = Inzafficent Hot Wites MWaber

Lack of f Pose Toilat Fazilities (aibda Oukid &l
| — —— Lackof/Dedective Jtore, Rafrigerator, PFreezer
—  —— Lack ol Dedecaive Washar ! Capar

— — Lack al/Poor Bathing Facilites

——  —— Strodtucal Proddems

—  —— Talephane Mot Accessible

— e Wnsafe Maighborkaad

— = Lirnpfes Poor Lagheing

= —  Unsanitary Conditicas

S — T

=) Wirgires Long-Term Care Coursil, T4 i UAI Pact A 3




CLiE~NT MNase:

CLignl 55N:

é FUNCTIONAL STATUS (Check anly ome block for sach level of functioning|

Saads | MH Only 1 I HH Only 2 % MH&HH ] H Perfarmed Ls Mo o]
Helg? Machaaical Halp Huarman Heip by Ohers 40 Pestarmed 10
i Fapucs
*| i m| e e o e Suparvipee || Amapare | -
Bathing |
Drwmsing | | :
| Todlexing I
—_— —n = - 1
Trarcdirring |
& ] Spmen | Apmege | Fesd e
|. : | | Faatl £ Teast Fau ) IV )
Eatisg Fuwdiny | | I;
Swesde Ercuriinant External Devics' Ladofinerl Taméras] [adwelling Cammy =
Help? Indwalling’ e wine Cathacsr
CHramy
Lt Vsl iy Bl e 3 Waakly or maomn b Feai wrif carr 4 Rl dell caps Mg gl care i
s e et | e w | e Fie ] e ] g AT e I ST '-_r.-'.\,: ik
Barwried F L
Bladdar |
Cammests:
— MM Smip i | HH aly 2 "I mEeBEH: 7 Peteme
Help? I Fucaioul Halg Humsa Halp by Dihers 4
= s ke Fhrucs Phgnkal 5 R
1 £ vda 0| B R T dnparemne || dpsnsanm hr-.“-m'.l Assstens k| S5 "-\.;,.'1::5-_-
Walking e
‘Whedling
Stschisbing | " ; .
.4 TR = i 1 Ceatined Canfzsei |
e E . = iz v N N z g { oevrn b G Ml Mloros & bowr
Mability | |
Hewd
Ht]p.: Lammenki

R

| o
Ma i e i

Sheal Ureparation

Hiuieeping

U TSN

Transpormatlon

Srapping

FManey Minkgesan

aing Mone

Huinie Mamtanange

Duteame 15 this a short assesssmend?

M, Canlirdde weith Secliod ﬁl 1]

TR 1] —

— ', Servioe Reter il

S irgimia LuiegTeem e Coanci, 1554

— ALY e

LIAT Pare &

ea, Mo fervioe Referraks 3

3




| CLIENT M AanE: Cleemi 53

9 PHaHysicAL HEALTH ASSESSMENT

ledical Admissions

Professional Visils

Doctoc's Mammind  (Latall? Faugne Date ad Lask Viwil | Feasion dor Lasr Vol

— i

Admissions: [n the past 12 months, have yo= baen admitted bo 4. . . for medical or rebabilitation masons?

Admil |
Moo | Yasil| Mame af Place Dale Lengih of Siap/Resaan

Haspieal |

Pursing Fadlity

Adult Card Rishdende

Dhe yoiL bave any sdvasced directives such as ... (Wha has it Where lic.c. 02

Waa res! | v
A s Living Will
TR Durable Power of Altgrney for Heakh Care. o

S o O ther,

Diagnoses & Medication Profile

.Du y:uqhmﬁ{mtu;ﬂi:.ll?mblﬁtﬂ.ﬂr aknown or szspected diagnesis of mental Dlagmera: -
- ¥ T . ot el e M s - Al 0

eetardatios o related comditiona, such as. . . (Wefar to the Bt of diggacses|T e s

Caseeyr @0

Curres Diagnoses Clane af Onset s L

i ——— Chral L1

. - Hirer T radar i L

— e i

Enter Codes far 3 Majer, Active Diagredei: Maae 58 (1 IR | + S i | dertorn 71
Chigrenl Medicatbans Dase, Fraquency, lloute Reastais) Predoribed

Tpcliad Crowi- oLt

Pl TLD

rlutdl-'lllwl-:ﬂl'll

thWI‘

gt (ks %
Bipreiiue Lived Gal | Badder 18
Faderrnr i G il Frdhiny
Ll

m
(=] i\:rﬂlnﬂ#mpﬂl
o = Eys Dilassidann cH)

— bmiwraimi 5 et Clppadars 1

i Lis 5 b

W _:I.'-"Illiu-ﬂ'n_r\rﬂ derdaia 21
mapcreHs L

7 S | Sier mberdan Sl P 7

rarad ol Prairen
1 — = — B !.f'\-.:.r\-l'llr-" it
5 | Bl Tand lrperr 1257
4 - - e 2ok L4
| Chbed meirmapa) P o
o it Praltris
i ey Dvaardimdi JE4

i) g —

Tarsl S, af Medicaluans: ¥ i1, i 43 Bemgy Funcrisel Toial Mo of TranguidlicenPipdiotmaple Deugh et
p— . T ey
" | 5 . -
Do you have any probslems with medicinedal ... T I How do you bakie your medicinels!? ;""‘"‘""-'" -Il-‘jf'l" =

8 5 Crderi Pryvisdior Profebewa (11
| ™o Tes ot anika fedd —_ -
sverss reactiorsy allees [ -

—— rh L T T Eae e

_— men i 5
Cais B raory Fronkewd 09
Ui Fasd it tier Prodbemd
e F. |

— il ol meedizarion

Cthag in the phamic
=i Takirg tuem 33 Insrubed Erawcribed | Do riparyy Byt o o8
— —— LUnderitantag directions/ schedule | 1 ot o by m 0

X - - —_— - . LUAIPartB 3

Yingiua Long-Term Lans Gouncil 1954




L LIENT MaAnIE:

Clidg=t 55M:

Sensory Functions

How is your vision, hearing. amd speech?

Ma Impairsenl 0 |

Impairmant

Leccord Chaiw of Onest Typa of Enpdirsdnl

I - -
Complete Logd 3 | Dwle ol Laat Exim

T
]

ompaniatian

Ma Cempeadalion 2 |

YWisian

Huaring

Spesch

Physical Status

Tning Motiorn How s your ability 3o sweve yous as=, Fngess and legs?

W=

ited mation |

Insialiry uncorrecred of immotake i

Have yom aves broken o dislacated any bon
partal pous bady? 3

ormal limiti ¢ mataBlity cortiited 1

¢3 ... Ever had an amputation oc lost sny limba - .- LosE velunfiry swvement of any

Fracturea Daslocaizons

Missing Limbs

— Moneds
Hig Fracture 1
—  Orher Benken Bonss

Dialacationisl J

Combingeea 4

Frevious Behab Frogram?
Mo Mol Completed

T 1

D3te of Fraciure s lecanionT
1 Wisar oof Lisisi 1

Mo tham 1 Year 1

Pdemn 00D

—— Fingerisi/Toels) |
Armiml I

— Laglisls

Combinarien 4

Pravious Rahab Program?
Mo/ Mot Complated |

s T

Chaks of Asvputation?
L Year or Lesz |

— SedSrw this ] Year 2

Piralysis’ Paresis
_ Mlone 0
— Fistiad 1 |
— Toralz

Dencribe

Previous Behad Program?
— Mo/ Mot Completed
Tan I
Cinset of Paralysis?
— 1 Vs ar Leks 1

More tham 1 Year 2

DS

Racent Weight GadnTosse _ Moo — Yes|

Height: Waight:

a1 8

- Drescribe:

Acre you om any special dietls) for medical reasons?

(B[] ¥ou hawe any praoblems thst make ik hard o eat?

— Mo Moo e
Fa baplembamn]| —  — Food Allergies
— Mo/ Lew Salke — ——  iradequare Focd.f Fluid Inmie
—  MofLew Sug I — . Maupsn/Vomitag/D [
Combation /Ol 4 Prodlimi Eahing Carthin Fosds
1 el i FollowinEg Soeclal Duee
| D yau fak d||tllr}'.=u|:lplq.'l'!'|ﬂrll:!-:' — — ey Following 3 pedidl Laets
[NEeY —_— = [roblems Swilloeing
Liccasiagrally SR QT
= Dty Mot Primary Source —  ——  Toathof Mowth Feotdem
— Dy, Frimacy Source 1 Cbiir e -
- & |
ol S i | )
. L I e 1 Ty
: 21a Lorgg-Turs Care Gmancd, 194 VAl Park B 6




L LIENT MRS CAuenk =50

Current Medical Services

Rebuabilitalion Therapies: Do you get any therapy presceibed Special Medical Proceduses: Dhe you eecelve any spezial

by a doctos, puch an ... 7 I'Il.I.I'5|I1.gi.'-II.'\l'_'I-'\é'rh ¥y
Moo Ve Eraquemcs Mol Tesr Sele, Tyme Fregugncy
— — Oeccupaticsal . b i Borid/ Blasdder Teaining — =
— Pwyuiia - —_ . [abmin —
—_— —  Fealey/Remolbvatios .- — —— Dvesing/Wound Care

Respiratar _— - Ejyickne . "
e e Opemch — ——  Glucsse/Elood Sugas

N Dither —_— — =

Do yoru hawe asy pressure nbers? R Chmrotharagy
— Mome ! ——  Ristraines (Pl Chenicall

RO Exéreise

) s Teick Cara, S
. Yanilater

— —— LHher

Baned an ctemE 'y geerail einditiin, aseror souhi saluals medioal aedipr nesding neafs.

Are there ongoing medicalimursing needs? | Moo _ Yes

If yes, describe ongoing medicalinarsing needs:

L. Evidence of médical irscabakry,
. MNewd lor chasrvation /adeddmifit 10 peevent denybilization
Complexiiy creabed by sultiple sasdieal coadilion.

an, RN, oo tracsued nursd's abde 10 OVErIeE (A0E on & daly bas

L Why client’s condilion requires & phyve

Comments i

Tial Fare R T




CLIE=T Mo raEs

@ PsyCHO-50CIAL ASSESSMENT

Cognitive Function

S e e i Otioasi: MMSE Scare |
Person; Flease tell m your (el name (50 that | can make sure gug ricned L5 correct).

Crientation o Ievemsion ie el @ apred sl con be ueed 19 fike & M

Place: 'Where are we mow (Fade, coumiy o, straehfoute aumber, singdt mnigbor sumoer?
e the oitent | pormd B g0k correck respomse.

Time: Would youtellme the date today (pear, sason, dabe, duy monfilT | —
Prep _1_'\.. EnlEd e :.;"r.-_'r- =0T O Shd Clne p— - :
Msorienied - Seme sphare, all i
== All apheras, some o
= i
—_— i -
Recal i Memory/]udgemenl
Recall: T am jaing bo say three words, and [ wank yom b fepesl them after [am done .
(Hou=e, Bus, Dol 5 Ak the cliesit bo repeak e, Dt thy leul T pode o
for eeck correcd resparee o g first drisl @ Bepeat up to 8 brinls wneil client
mam ramne afl 3 wards. Tall the client to hold them in Bis miced Begause vod
will ask him &gnir B4 misnbe of g0 what they are.

Attentiomn
Concentrabion: Spell e wond “WORLE, Then asi the clime o sl & backuoerds.,
(e | podait for aach correctly placed fetter (D LECWL

Short-Term: 5 Ak the client ko recal] the 5 words he was b meenembar. | Totak et |
Long-Term: When were vou born (What is yoar date of birth]?
Tndgement: L por meeded help ot might, what weuld yow do?
Mol Yei 1 | Mote: Score of 14
Shoet -Term Memaory Legs? | ur balow implies
o T Kl mraie Lods? | cogeibve npaerrdl
E-Tar . |
= —  [udgement Proklem? |

Behavior Pattern

Dioes the elignd evers wander without purposs (irespass, get sk, gaciste faffle, etc) or become agitated and abmgive?

1ial Pare B




Criest Moasie: Client 553 - . ;
- = Rarely! Seang af . i Mastaf | LUsatlatn |
'.IFH__'!hI:PIHII!.'I'I'IﬂI.- 11':"“‘.'5‘_‘“.‘_‘- '?__HT“---'-' J Mer 0 the Time 1 b 2 the Tlmae 3 Anmangy

Finiel icfucitud ar wearsy cofdtantly aboat thitregst

|

Feed Irrimbie. have crying spelis or pot apat o ek things?

Fuid ileng asd chat vou dida’ | hane angone o talk bt

Fanl like pou didn't want b be andund ofler people?

Feil afraid tht seenething bed was going to happe b yeu
tathiers wenk rFing b lake things from you
&r I=ying 9 harm youl

and e finil E

| Feel mad or hopeless?

Feel that life & aot worth bang, -, or think of sabsg e lile?

| S o Riar chings i other people did not ses o haar?

Balievw thas you have apecial powers thal others o not aaval

Hawe prablems falling or staying ssleep?

Have: problems with your appetse .. that i, eat oo much oF
e Lichke?

Comments;

Mgd Tesy Deaeriba

Eollary Activitie,

With Frisnds, Fasmdy,

e WO Groups/Clubi,
— — Feligious Activiien -

Childeen Dthir Family FrisndaMesghbors
Mo Childran © —  WaOuser Family 0 —  ho Fréemds/Seghbors 4
—  Duily 1 — Daily 1 — [udly 1
B '.'.':-e-;;'l.' i - Wemkly 2 — Wmakly
loabhir & —— Moty 3 — Maonthly 1
—— Laia than Manthly 4 —  Less than Maowmthly 4 —  Less thas Maathly

—  Ddever 3 ] —  Mewer1
Are you salisfled with how of ten pou dee af haue from your children, piber family andfor friends?

Mo o — )]

UAl PartB 9

T Vinsizia Long-Term Care Couneil 15594




CriEnNT MName:z Client S5M: . J

Heospitalization/Alcohol - Drug Use

HI'II'I: :rmbemhmpmulhd Mrmd.rtd'mpnﬂuh'-u-urp:mthﬂ.lmtnlhﬂulut!ym:fn:mmﬂi-ﬂriﬂfdﬂﬂlt
hnllh,, ll-:uhulnr l.'LIj:l!-II.HE ahmse pmblmi 9 _ = £ : [k ool il
— Mer — Yex1l
Admat
Mame of Place Cratw Lemgth of SeaywReassea
i : = y el T Doldd n—:pu:ul:l:ll:l mm a3
_Dnidtﬂh}lﬂlmrdrmklk&hﬁhﬂbﬂtm bl E%ﬁimm:mm- i . 'II'I1.- d-l.'llﬂms
4 -+ e .-\..h_l_.-.-.u_n_ui:_"!?n.d H iy R D 'l:l.--\_-_ T _q..-' P, R il

—— [MEET D — [NENEE O
—— At one Elese, but no longer 1 — A% one ks, Bui oo leegpes |
—  Carrently & — Carreatly 2

Ha miaeh: o muach:

How alten: - Hione aften:

IF the clism has never wsed adcohol o other mon-gperscription, mood m'::'rl'",g sukafadces, skip o Hee tobacco gmasiion,

C Hawe yos, 0F SOmenne :qu"h:']'m:'. ﬂnlftlﬁi] IIHI.’H\'EI.'HH ﬂrnhhﬁﬂ'%‘
ever been concerned about your 'F: ¢ Y
mnfdmhuﬂuthumﬂﬂﬁlﬂ.ﬂ; L £ sl e
-_mhmm1 e % FuE I;‘_:':"_F-I.--\. I .!__: & E A
— Md — Yeat Mo @ Tes Mad Foml
Duscribe concerns: — —  Prescipton dougs? — e Tmp?
— e OTC medicinad — —  BRelaxt
—  — Oeher substances? e e at R ey

—  —  PFelieve wareses?

Demcriba what end how adbén: | Bali 5 I ]
| — — e physical pain?

Describe what amd how often:

Do idid} you ever smoke or uss tnbaceo pnudm.:u,!'

—  [Mewar @
——  Aroas dme butss looger 1
—  Cusmenily

Hipw mush,

Hiw afadn S S

[s there anybhing we have not talked aboat that yom woald like o disasss?




| CLIENT [N AME; Client S5M:

6 ASSESSMENT SUMMARY
Imdicators af Adult Abuse ard MNeglect: Wl complebing He ssressmenl, f you suspect abuse, neglect or dsplditation, pow ars
r¢1_||.||r|m'j!|| '.r'frﬁ—;qu . Secromadl -553 s report i fe fe iocal Depar!mmee! '.‘f Seviz! Sermices, Adult Profecirve Serwices.

Caregiver Assessment

et et e wits
3 AT ; . bt
i Doz Mn‘jmthﬁq@m&uuﬂw ;

—— [No 3 CSkip na Sectian o Praferencsa| — NELR

- Whaere does the casegiver Hve? -

R

——  With cllem 0
— Separate residence, slom peanimity |

——  Separabe residence, over | hour sway 2

o
S e et

> N e

EﬂIﬂ-ﬁ_ﬁe m@'r_':r';hdg et
—  Adequate b meet the client’s reeda? 0
— Mor sdequabe b mest e cllen’s nesds? |

T R T e R e :
s prevling et e it o  burden o e eyt

e

— Muotagall o
= Gomewhat 1

—  Viry omch I

Emnm m?ﬁb

Preferences

Cllest's praferenced for rpckivEng necded care: ol o

Family/ Raprassntative’s preferences for clients care:

Fhysician’s commenis (i applicablel: - —

L Virgisis LomeTare Came Councdl, 1954 UAT Part B 11




CLIENT N A

CLienk S5M:

Client Case Summary

Unmet Meeds

Mo® Yes| (Chack ANl Ther dpnlal
== Finances
Hizeree # Mhvsical Exnviraroment
- ADLS
_ — 1AalS

Mo 0 Yesl (Clack All Thet dapiy)

Midical CareHealth

Misteikian

Cogpitive /Ematicnal
Caregivar Suppart

Asgistive Devices  Medical Equipesent

Assessment Completed By:

SeciEaals

Assessor's Mame Signatura

AgencpPravider Nams Prasvider®

Campleted

Optiomal: Cine aagigred to

= & iremia Lare-Term Care Cparpacil, 9994

AL Part B 12




DMAS PRIVATE DUTY NURSING PLAN OF CARE

NAME

DMASID #

NURSING AGENCY

PROVIDER ID #

CAREGIVER SCHEDULE FOR NURSING AND HOME CARE NEEDS
SECTION I
NURSING AND HOME
CARE NEEDS

Nursing Provides

RN/LPN Hrs/day Days/wk
Day

Other Provides

Other Hrs/day
Day

Family Provides

Family Hrs/day Days/wk
Day

Days/wk
Total of All

Nursing & Home Care Evn Evn Evn

Nte
days/wk

Nte
Hrs/day days/wk

Nte

TOTAL HOURS OF CARE |Hrs/day Hrs/day days/wk

Specify Days of Week

SECTION I

SPECIFIC NURSING &

HOME CARE TASKS CHECK THOSE PROVIDED BY:

NURSING PROVIDES FAMILY PROVIDES OTHER PROVIDES

Respiratory Therapy
Equipment Support
Suctioning

Vital Signs
Administer Meds
Nutritional Support
Toileting
Bath/Skin Care
Mobility

Ostomy Care
Supervision

EFFECTIVE DATE OF PLAN OF CARE REVISION DATE

Home care is appropriate to adequately meet this person’s needs. All other resources have been explored prior to Medicaid
authorization for this individual.

AGENCY NURSE DATE PATIENT/FAMILY DATE

HEALTH CARE COORDINATOR/CASE MANAGER DATE APPROVED

DMAS-102




INSTRUCTIONS FOR PRIVATE DUTY NURSING PLAN OF CARE

The DMAS Private Duty Nursing Plan of Care (DMAS-102) is completed for all recipienté receiving Private Duty Nursing. It is also
completed each time there is a revision in the number of nursing hours provided.

For recipients receiving Private Duty Nursing services for the first time, the top two sections of the form are completed.

Nursing and Home Care Needs
In Section 1, Nursing Provider, the number of hours per day of skilled nursing provided by the agency is recorded. If a recipient receives

8 hours during the day five days per week and eight hours during the evening seven days per week, the block would be completed as
follows.

NURSING AND HOME
CARE NEEDS Nursing Provider

RN/LPN Hrs/day Days/wk
Total of All 8 Day 5
Nursing & Home Care 8 Evn 7

0 Nte 0

TOTAL HOURS OF CARE |[Hrs/day 16 days/wk 7
Specify Days of Week AM — Monday - Friday ]

PM — Monday - Sunday

For Technology Assisted Waiver/EPSDT recipients any hours of care not being provided by the nursing agency must be provided by a
family member or other provider. In the above example, the family or other provider would be required to provide eight hours of care at
night every day and eight hours of care during the day on Saturday and Sunday. Who will provide this care and the hours they will
provide must be documented in the Family and Other providers blocks of Section 1.

When the total hours of care from each of the three sections are added, it must equal 24 hours per day, seven days per week.

In Section 2, Nursing and Home Care Needs, all skilled needs for the recipient should be listed. For each task, the types of providers who
will perform that task should be checked. For example, for a child with a tracheotomy, all care givers will provide suctioning so all
providers should be checked. However, only the nursing agency will perform vital signs so the Family and Other Providers blocks
would not be checked for that category. If the recipient does not have a need for a skill listed, the block should be left blank. For
example, a recipient is on a ventilator but does not have an ostomy, the ostomy blocks would be left blank for all providers.

The Effective Date of Plan of Care is completed for all new Private Duty Nursing recipients. This is also filled in if a new DMAS-102 is
completed because the nursing agency changes. The Revision Date is completed only if there is a revision to the Plan of Care, i.e. the
total number of hours of nursing provided per week changes. Authorization of respite hours is not a Plan of Care revision.

A copy of all DMAS-102’s will be kept in the Private Duty Nursing Agency and the Health Care Coordinator/Case Manager’s recipient
files.

DMAS-102




MONTHLY NURSING STATUS REPORT

Agency: Date of Supervisor visit:

Primary Nurse: Month of service reported:

Recipient: Medicaid #:

Orders renewed date: Primary Diagnosis:

PLAN OF CARE-Services provided per plan: yes/no Health, safety and welfare needs met: yes/no
Nursing hours authorized/day: Respite hours provided: Total Respite hours used to date:

CURRENT CLINICAL STATUS Changes/Comments:

PROBLEMS NOTED WITH DME (e.g. too much, too little, improper usage, agency):

TECHNOLOGY/NURSING NEEDS: (Circle Answer) Ventilator ~CPAP  BIPAP — continuous intermittent
Oxygen: continuous intermittent  back up only NG/GT feeds: continuous q2hrs. q3hrs. gdhrs+
IV/Hyperal: continuous 8-16hrs. 4-7hrs. <4hrs. Oral Supplements:

(type, frequency, amount)
Trach Care: QD BID TID Trach Change: weekly <weekly Suctioning: ghr. QIl-4hrs. qdhrs+
Other dressings: q8hrs or less  >q8hrs Medications:

(Specify type and location)
Peritoneal dialysis (frequency and length)

Catheterization: qdhrs q8hrs ql2hrs QD PRN Special TX: QID TID BID

(specify)
Specialized monitor /O (specify): frequency

QD

Other skilled nursing (specify):

HOSPITALIZATIONS/REASONS:

THERAPIES (name of provider, frequency, given where, progress):

FAMILIES RESPONSE TO NURSING SERVICES:

NURSES STAFFING CASE THIS MONTH:

PROBLEMS IDENTIFIED:

RN SUPERVISOR SIGNATURE AGENCY PHONE # DATE
DMAS-103




CONSENT TO EXCHANGE INFORMATION

I understand that different agencies provide different services and benefits. Each agency must
have specific information in order to provide services and benefits. By signing this form, I am
allowing agencies to exchange certain information so it will be easier for them to work together
effectively to provide or coordinate these services or benefits.

I, , am signing this form for
(FULL PRINTED NAME OF CONSENTING PERSON OR PERSONS)

(FULL PRINTED NAME OF CLIENT)

(CLIENT'S ADDRESS) (CLIENT'S BIRTH DATE) (CLIENT'S SSN - OPTIONAL }

My relationship to the client is: [ Self [OParent [JPower of Attorney [JGuardian
[0 Other Legally Authorized Representative

I want the following confidential information about the client (except drug or alcohol abuse
diagnoses or treatment information)to be exchanged:

Yes No Yes No Yes No

[ O Assessment Information [0 O Medical Diagnosis O O Educational Records

O O Financial Information O O Mental Health Diagnosis (0 (0 Psychiatric Records

[0 O Benefits /Services Needed [J (] Medical Records [J O Criminal Justice Records

Planned, and/or Received [J [J Psychological Records O O Employment Records
Other Information (write in):

I want:

(NAME AND ADDRESS OF REFERRING AGENCY AND STAFF CONTACT PERSON)
And the following other agencies to be able to exchange this information:

Are More Agencies Listed on Back? YES (JNO [J

I want this information to be exchanged ONLY for the following purpose(s):

[0 Service Coordination and Treatment Planning [0 Eligibility Determination

Other (write in):
I want information to be shared: (check all that apply)

O Written Information [J In Meetings or By Phone [OJComputerized Data

I want to share additional information received after this consent is signed: JYES ONO
This consent is good until:
I can withdraw this consent at any time by telling the referring agency. This will stop the
listed agencies from sharing information after they know my consent has been withdrawn.

I have the right to know what information about me has been shared, and why, when, and
with whom it was shared. If1ask, each agency will show me this information.

I'want all the agencies to accept a copy of this form as a valid consent to share information.

If I do not sign this form, information will not be shared and I will have to contact
each agency individually to give them information about me that they need.

Signature(s): Date:
(CONSENTING PERSON OR PERSONS)
Person Explaining Form:
(Name) (Title) (Phone Number)
Witness (If Required):
(Signature} (Address) (Phone Number)
DMAS-20
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UNIFORM CONSENT TO EXCHANGE INFORMATION FORM

FULL PRINTED NAME OF CLIENT:

page2of2

FOR AGENCY USE ONLY

CONSENT HAS BEEN:
O Revoked in entirety
O Partially revoked as follows:

NOTIFICATION THAT CONSENT WAS REVOKED WAS BY:
O Letter (Attach Copy) [0 Telephone O InPerson

DATE REQUEST RECEIVED:

AGENCY REPRESENTATIVE RECEIVING REQUEST:

(AGENCY REPRESENTATIVE'S FULL NAME AND TITLE)

(AGENCY ADDRESS AND TELEPHONE NUMBER)




Recipient's Name HCC

RIGHTS AND RESPONSIBILITIES IN THE
TECHNOLOGY ASSISTED WAIVER

Your family member has been admitted to the Department of Medical Assistance Services
Technology Assisted Waiver. Your family member has been admitted because he/she

is dependent on a technology, which is

AND

requires substantial and ongoing skilled nursing care as determined by the Objective
Criteria Scoring Tool, Score on admission

When your family member no longer meets both criteria, he/she will be discharged from the program.
Though your family member may have substantial care needs, they may not all require a skilled person.
For example, bathing, getting up, range of motion exercises, applying splints, and feeding do not require
a skilled nurse. Only skilled needs are used to determine eligibility for the waiver.

Recipient’s Rights in the Technology Assisted Waiver

1. You have the right to discontinue services at any time by notifying your Health Care Coordinator.

2. You have the right to change nursing agencies or equipment companies 1f you become dissatisfied
with your current provider. In some areas there are a lack of providers, if you wish to change, please
contact your Health Care Coordinator and she will assist you in locating another provider.

3. You have the right to be treated with courtesy and respect by all persons with whom you come in
contact that are associated with the Technology Assisted Waiver. If you feel you are not being
treated with courtesy and respect, please contact the CBC Supervisor at DMAS (804) 786-1465.

4. You have the right to appeal any decisions made by the Health Care Coordinator.

Parental/Caregiver Responsibilities

1. You have the responsibility to provide care when there is no nurse present in the home.

2. You have the responsibility to provide care or arrange care when a nursing agency is unable to staff a
shift due to illness, weather or other reasons.

3. You have a responsibility to inform the nursing agency, in advance, when you do not need a nurse
during an otherwise scheduled shift.

4. You have a responsibility to properly care for all equipment provided by DMAS. This includes
preventing children from playing with or abusing equipment.

5 You have a responsibility to notify your DME provider when supplies or equipments are not being
used or are not needed in the quantity being supplied.

6. You have a responsibility to inform your Health Care Coordinator of any change in the recipient's
condition, whether an improvement or a deterioration. You must also notify the Health Care
Coordinator and the nursing agency if the recipient is hospitalized.

7. You have a responsibility to notify your Health Care Coordinator if you believe you need to change
the plan of care.

Nursing Agency Responsibilities




The nursing agency is responsible for providing skilled nurses in accordance with the plan of care
developed by you and your Health Care Coordinator.

The nursing agency is responsible for providing nurses who are on time, clean, professional and
attentive to the health needs of the recipient.

The nurses are responsible for caring for your family member's health needs; they are not baby-
sitters, or chauffeurs. Nurses are not allowed to transport the recipient in a car, however, they are
allowed to accompany the recipient in a vehicle 1f it is necessary for him/her to go out.

If your nursing agency is unable to staff a shift, it has a responsibility to try and make-up the missed
hours within 72 hours of the missed shift. However, if the agency is unable to make up the missed
hours during this time period, the hours cannot be made up at a later date.

Health Care Coordinator Responsibilities

L.

The Health Care Coordinator (HCC) has a responsibility to regularly assess the recipient for
continued eligibility to receive waiver services. This should include, at minimum, a home visit
every 6 months.

The HCC has a responsibility to work with you to develop a plan of care that meets the recipient's
medical needs.

The HCC has a responsibility to help you access other services, therapies, etc. that are needed to
maximize the recipient’s potential.

The HCC has a responsibility to work with you to plan and prepare for the eventual discharge of the
recipient from waiver services.

Respite Care

You are eligible to receive up to 360 hours a year of respite care. Respite is designed to provide

relief to the caregiver. Respite can be approved for:

medical appointments, hospitalizations or other medical needs of the caregivers
vacations when the recipient is being left at home
periodic evenings out

Respite cannot be authorized for regularly scheduled meetings such as card groups, sports leagues social
groups, etc. Caregivers are strongly encouraged to use respite carefully and try to reserve some for use
in case of emergencies..

SIGNATURES
Caregiver Date
HCC Date

To reach your HCC you may call (804) 786-1465 or 1-888-323-0589
In Southwest Virginia please call (540) 857-7342




Recipient's Name HCC

RIGHTS AND RESPONSIBILITIES IN THE
EPSDT PRIVATE DUTY NURSING PROGRAM

Your family member has been admitted to the Department of Medical Assistance Services
EPSDT Private Duty Nursing Program. Your family member has been admitted because he/she

1s dependent on a technology, which is

AND

requires substantial and ongoing skilled nursing care as determined by the
Objective Criteria Scoring Tool, Score on admission

When your family member no longer meets both criteria, he/she will be discharged from the program.
Though your family member may have substantial care needs, they may not all require a skilled person.
For example, bathing, getting up, range of motion exercises, applying splints, and feeding do not require
a skilled nurse. Only skilled needs are used to determine eligibility for this program.

Recipient’s Rights in the EPSDT Private Duty Nursing Program

1. You have the right to discontinue services at any time by notifying your Health Care Coordinator.

2. You have the right to change nursing agencies or equipment companies if you become dissatisfied
with your current provider. In some areas there are a lack of providers, if you wish to change, please
contact your Health Care Coordinator and she will assist you in locating another provider.

3. You have the right to be treated with courtesy and respect by all persons with whom you come in
contact that are associated with the EPSDT Private Duty Nursing Program. If you feel you are not
being treated with courtesy and respect, please contact the CBC Supervisor at DMAS (804) 786-
1465.

4. You have the right to appeal any decisions made by the Health Care Coordinator.

Parental/Caregiver Responsibilities

1. You have the responsibility to provide care when there is no nurse present in the home.

2. You have the responsibility to provide care or arrange care when a nursing agency is unable to staff a
shift due to illness, weather or other reasons.

3. You have a responsibility to inform the nursing agency, in advance, when you do not need a nurse
during an otherwise scheduled shift.

4. You have a responsibility to properly care for all equipment provided by DMAS. This includes
preventing children from playing with or abusing equipment.

5 You have a responsibility to notify your DME provider when supplies or equipments are not being
used or are not needed in the quantity being supplied.

6. You have a responsibility to inform your Health Care Coordinator of any change in the recipient's
condition, whether an improvement or a deterioration. You must also notify the Health Care
Coordinator and the nursing agency if the recipient is hospitalized.

7. You have a responsibility to notify your Health Care Coordinator if you believe you need to change
the plan of care.




Nursing Agency Responsibilities

1.

2.

3.

The nursing agency is responsible for providing skilled nurses in accordance with the plan of care
developed by you and your Health Care Coordinator.

The nursing agency is responsible for providing nurses who are on time, clean, professional and
attentive to the health needs of the recipient.

The nurses are responsible for caring for your family member's health needs; they are not baby-
sitters, or chauffeurs. Nurses are not allowed to transport the recipient in a car, however, they are
allowed to accompany the recipient in a vehicle if it is necessary for him/her to go out.

If your nursing agency is unable to staff a shift, it has a responsibility to try and make-up the missed
hours within 72 hours of the missed shift. However, if the agency is unable to make up the missed
hours during this time period, the hours cannot be made up at a later date.

Health Care Coordinator Responsibilities

1.

The Health Care Coordinator (HCC) has a responsibility to regularly assess the recipient for
continued eligibility to receive private duty nursing services. This should include, at minimum, a
home visit every 6 months.

2. The HCC has a responsibility to work with you to develop a plan of care that meets the recipient's
medical needs.

3. The HCC has a responsibility to help you access other services, therapies, etc. that are needed to
maximize the recipient’s potential.

4. The HCC has a responsibility to work with you to plan and prepare for the eventual discharge of the
recipient from waiver services.

SIGNATURES

Caregiver Date

HCC Date

To reach your HCC you may call (804) 786-1465 or 1-888-323-0589
In Southwest Virginia please call (540) 857-7342
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